, and apart from the paper on foot defects no indication that the records of clinical abnormalities have ever been consulted except to settle individual pension claims.
Certain features of the records may explain this apparent lack of interest in the massed data. During 1939 and 1940 Labour and National Service, 1941) . Henceforth each examination was accorded a page, foolscap size, with printed headings arranged under three sections. Each section was completed by a different examiner and the.final grading was done in consultation with the Chairman, who was responsible for the general conduct of the examination and for referring men to consultants for specialist opinion.
In practice, under certain headings (e.g., weight, height, chest, circumference, visual acuity, hearing standard, and medical grade) the entries were completed in nearly every case, while under others (e.g., past illnesses, fits, heart, lungs, etc.) the spaces were frequently left blank or merely ticked. Though it is reasonable to suppose that in such cases the examiners thought that there was nothing of interest to record, there is no guarantee that they asked the same questions, kept exactly the same kind of record, or agreed about what constituted an abnormal finding. Therefore, in spite of the strict rules of procedure laid down in the Manual of Instructions, it is not safe to assume that the records of clinical abnormalities (as opposed to the records of weights and heights) are strictly comparable. Members of a single Board must have worked to a common convention, but it is unlikely that the all regions. On the contrary, it can be shown that when all the entries under medical history and clinical findings are included in the analysis there are significant differences between Boards which can only be accounted for by different standards of work (see Table I ).
It is one thing to discover that some of the examinations were less fully recorded than others and another to say that the mass records are therefore valueless from the point of view of epidemiology. There is no reason to suppose, merely because a Board overlooked or failed to record minor deviations from normal, that it set different standards for, say, town-dwellers and villagers, clerical workers and labourers, tall men and short men, young men and old, to mention some of the environmental and constitutional factors which were recorded on the schedules and which it might be of interest to correlate with the prevalence of disease. Systematic bias of this kind is so improbable that, provided the annual records of each Board are separately assessed, there is no reason why the existence of "observer error" should prevent their use in establishing correlations between disease prevalence and other phenomena. From this point of view it is far more important that the men and women examined by Civilian Medical Boards should be typical of their regions, occupations, and age groups, than that the individual case records should be perfect. From After the first batch of records had been coded and returned to the archives it was discovered that, if a man in Medical Grade III or IV had had more than one illness, the one which had caused him to be rejected could not be identified. The code was immediately revised, but for this reason only 10,310 of the 23,201 records from Leicester are included in the studies of main reasons for rejection.
PRINCIPAL DEFECTS OF NATIONAL SERVICE REJECTS
There are several reasons why there may be a regional bias in the recording of diseases and injuries which have little or no bearing on a man's general standard of fitness for military service. Doctors tend to be more interested in some complaints than others, and to have greater skill in diagnosing diseases which have frequently come their way than diseases with which they are unfamiliar. Even strict rules of procedure and a sectional method of examination are not proof against such foibles, for it only requires the Chairmen of different Boards to set different standards of note-taking to introduce' a regional bias into the records. On the other hand, diseases which caused rejection were less likely to have been omitted than those which had left little or nothing in the way of residual disability. Provided, therefore, the rejection standards were the same-and these were defined in detail in the Manual of Instructions-it might be possible to pool the records of the main reasons for rejection (here called principal defects) and estimate (for the ages and occupations represented) the prevalence, not of disease as a whole, but of cases in which a disease reached a conventional level of severity.
To discover how the records compared in these respects a comparison was made between morbidity rates based on:
(i) all entries under clinical findings and medical history,
(ii) principal defects of men in Medical Grades IlI and IV.
To construct Table I , diseases were grouped according to the seventeen main categories of disease in the International Classification (World Health Organization, 1948) and age-standardized rates were calculated for each panel and for all three regions combined. The rates for the combined regions were then scaled to unity and the corresponding rates for the three panels expressed as a ratio to the combined rates.
In the top half of Table I , where the ratios are based on "all entries", the figures for Northampton are invariably the lowest of 'the three, and with one exception those for Essex are the highest. In *the total count the rates for Essex and Northampton lie 24 per cent. above and 24 per cent. below the rate for Leicester. The obvious inference is not that the Essex men were in all respects less healthy than the other men, but that the standard of recording was highest in Essex and lowest in Northampton.
In the lower half of Table I , where the ratios are based on the principal defects of men who had been rejected, the rank order of the three panels is no longer the same for every category of disease. Northampton still appears third in the final count, but the difference between Northampton and Essex is now only 4 per cent. Northampton only twice takes first place, which suggests that, even at the level of rejection, this panel had relatively lax standards. It also seems likely that the Leicester Board (which had the highest rejection rate) took a more serious view of respiratory and gastric disorder than either of the other panels, and that Essex was unusually strict in its assessment of personality disorders. On the other hand, allowance must be made for the fact that the three populations differed considerably in their occupational stratification (Table III) (Table IV) . This showed that rejection was due to asthma in less than 20 per cent. of the cases of respiratory disease among the unskilled workers, compared with over 60 per cent. for executives and clerks. Textile Workers.-This occupation had the second highest all-causes rejection rate, and was virtually confined to Leicestershire. Unlike the two preceding groups it had below-average rates for illiteracy and epilepsy, but for all other diseases combined it had an even higher rejection rate than that of unskilled work. Many men had sub-standard physique and multiple minor defects, and pulmonary tuberculosis was more common than in any other occupation. It was bracketed top with metal work for peptic ulcer, and for several of the more mixed disease categories (e.g. endocrine, other skeletal, other heart, other intestinal, genito-urinary, skin), it had the highest or second highest rates in the series. Since the occupation is far from homogeneous-including bleachers, dyers, weavers, and knitters-it is difficult to say whether the low standard of health should be ascribed to working conditions or to selective recruitment and bad living conditions. All that can be said for certain is that dermatitis is a known hazard of bleachers and dyers, that certain chemicals cause bladder irritation, and that an excessive amount of pulmonary tuberculosis has been found among women working in textile factories (Smith, 1947) . There are also, in the 1931 Decennial Supplement for England and Wales, examples of high death rates for peptic ulcer among certain groups of textile workers (General Register Office, 1938) . It is therefore possible that excessive exposure to dyes and bleaching agents may cause gastric and intestinal irritation.
Executive and Clerical Workers.-The two groups of office workers had several things in common besides a low all-causes rejection rate. They were above average in intelligence and mental stability, had exceptionally low rates for trauma, foot defects, and diseases of the ear (mainly suppurative otitis media), and rather high rates for eye diseases (mainly defective vision). In certain respects-notably hernia, skin diseases, and endocrine disturbancesthe executives seemed to be worse off than the clerks, but in others-notably varicose veins, poliomyelitis, and other skeletal diseases-they appeared to advantage.
Manual Workers.-Three groups (metal, building, and transport) had low all-cause rejection rates, but apart from low rates for substandard physique, the occupations had little in common:
The metal workers owed their favourable position to low rates for illiteracy, epilepsy, and all forms of cardiovascular disease, but had high rates for peptic ulcer and trauma.
The builders had rather low rates for diseases of the alimentary tract, exceptionally low rates for all forms of lung disease, and more than twice the expected number of hypertensives.
The transport workers resembled the office workers in having "average" rates for a wide range of diseases, but they also had the lowest rates for eye diseases.
Leather Workers.-Most men in this occupation were boot and shoe factory operatives from Northampton and Leicester. The group had more than its fair share of men with substandard physique and tuberculosis, but was not the worst off in these respects. The men seemed, however, to be exceptionally prone to varicose veins, valvular disease of the heart, foot defects, and poliomyelitis. Two of these (varicose veins and foot defects) might well be due to prolonged standing in the same position, which is a feature of the shoemaking operations normally performed by men, but the other types of disease, whikh were also characteristic of warehousemen, are more likely to be due to selective recruitment. In common with other factory operatives not engaged in heavy work, the shoereakers, warehousemen, and textile workers were probably more exposed to tubercular infection than men engaged in outdoor occupations.
To sum up, even when individual causes of rejection are merged into 25 categories and only eleven (far from homogeneous) occupational groups are distinguished, it is still possible to demonstrate trade differences. It is not possible to say how truly representative the findings are, but most of the occupations for which statistics have been quoted are sufficiently well represented in other parts of the country for confirmatory evidence to be obtained, By themselves the records cannot do more than suggest that certain disabilities are more likely to be due to working conditions than to selective recruitment, but if systematically explored along the lines suggested they might succeed in raising a number of useful questions and provoking new and profitable lines of inquiry.
SUMMARY
The scheme of pre-Service medical screening operated during and since the war has an important -but largely wasted-by-product in the millions of clinical records now held by the Ministry of Labour. It is proposed to illustrate the value of these records in a series of studies based on the examination of approximately 50,000 men. One of the chief problems in this work is the lack of any guarantee of uniformity in the standards of diagnosis. and recording applied at different places and at different times. It is suggested that one way of overcoming this difficulty may be to restrict attention to cases of illness which reach a fairly well-defined level of severity: namely, that sufficient to justify rejection from military service. It is shown that certain causes of rejection, besides differing widely in age-distribution, also differ in the frequency with which they affect various occupational groups.
